pigmentosa). This was now known as Biedl's syndrome and might be accompanied (like other postnatal disorders of development) by antenatal abnormalities of development, such as the presence of six fingers or six toes (cf. the case of the boy shown by Dr. Douglas McAlpine at the Section of Neurology on March 12, 1925 ). Biedl's syndrome might be familial, as in some of the cases described by A. Biedl himself. S. Solis Cohen and Edward Weiss of Philadelphia propose to call it the "Laurence-Moon-Biedl syndrome," because of a paper by J. Z. Laurence and R. C. Moon in the Ophthalmic Beview, London, 1866, ii, pp. 32-41, entitled " Four Cases of Retinitis Pigmentosa occurring in the same Family and Accompanied by General Imperfections of Development." He (Dr. Weber) had recently seen a man, aged 40, with retinitis pigmentosa, obesity and sexual impotence-apparently a minor, isolated (non-familial) example of BiedI's syndrome. Probably non-familial examples would turn out to be commoner than familial examples.
Dr. DONALD PATERSON said that amaurotic family idiocy was a disease largely confined to Jews.
Dr. ADIE (in reply) said he was interested in Dr. Parkes Weber's remarks about the Biedl syndrome. Did Dr. Weber think the condition was allied to cerebro-macular degeneration ? To decide this point a post-mortem examination would be necessary; if the typical cell-changes of Schaffer were present then the conditions were allied.
In reply to Dr. Paterson he said that in the infantile type there was a high preponderance in Jewish families; in the late infantile and juvenile types there was no such preponderance, in fact most of the cases had occurred in Gentiles.
A Case of true Narcolepsy: Onset at the Age of 12 Years. By W. J. ADIE, M.B.
THIS girl came to the Hospital two years ago, when a diagnosis of minor epilepsy was made. The disease from which she suffers, however, has nothing to do with epilepsy; she has attacks in which she simply falls asleep. They are most frequent when she is tired or has nothing interesting to do, but they may occur at any time. It is sometimes possible for her to ward off the attack for a time by moving &bout actively, but sleep she must, sooner or later, and the longer she resists the inclination the more soundly she sleeps. In the attacks she presents every appearance of being in normal sleep; she can be roused easily and feels no ill-effects afterwards. She exhibits another interesting symptom-if she laughs heartily she has difficulty in standing, and sometimes she has fallen down. In her own words: " If anyone tells me a joke and I see it very much, my eyes go misty, I feel funny in the head, my knees give way and I feel as if I may fall down." You might suppose that this "laughing symptom "-I cannot think of a better name-is fortuitous, but I have seen four other typical cases of narcolepsy in which it was present.
I have seen this girl and her mother frequently during the last year, and have never been able to elicit anything from them that would support a diagnosis of epilepsy. I have called the case one of true narcolepsy, because unfortunately the word " narcolepsy " is used in connexion with several other forms of pathological sleep. It should be applied only to cases in which frequent attacks of natural sleep of short duration-from a few minutes up to half an hour-occur in otherwise healthy individuals; the disease is of long duration and entirely uninfluenced by treatment. It is quite distinct from pyknolepsy, although the name " short narcoleptic attacks " was applied to it by Friedmann.
Narcolepsy is described in text-books as a disease of adult life; the youngest case hitherto on record is that of a boy aged 18 years. I thought it might interest the members of this Section to see a patient in whom the disease began at the age of 12 years.
Dr. F. J. POYNTON (Chairman) said he had once had a curious case-that of an adult patient who suffered from attacks of this type, and the remarks of Dr. Adie about the effects of laughing were of interest. If anyone bored this patient, he vomited. On one occasion he had his landlord to see him for the week-end-a man of poor conversational ability-and the patient was so much bored by him that he had to leave the dinner table and be sick. He (the speaker) supposed that this was due to the same kind of susceptibility of nervous tissue that linked laughter with faintness.
A Family Affected with Amyotonia Congenita. These children show very well the characteristic features of the disease; the extreme flaccidity of the limbs and trunk which allows us to place them in grotesque attitudes, the smallness of the muscles, without real atrophy, the diminished power-without real paralysis, the diminution but not loss-of faradic irritability and the absence of knee-jerks charactetistic of the early stage. The youngest affected child, F., aged 5 years, is now able to sit up, as you see, but she cannot stand. One of the girls began to walk at the age of 2 years, and is now perfectly well at the age of 13 years. The girl G., aged 14 years, walks very well, but she is still hypotonic and the muscles are small and weak. I have known the eldest boy, A., since he was 4; at that age he could sit up but could not stand; he is now aged 18 and is employed in a florist's shop. He gets about very well but cannot run like other boys, and has some difficulty in climbing stairs. The tendency to progressive improvement, one of the characteristics of the disease, is well shown in this family.
Case of Post-diphtheritic Hemiplegia.
Shown by REDVERS IRONSIDE, M.B., for C. M. HINDS HOWELL, M.D. I. S., aged 11 years, five years ago suffered from a severe attack of diphtheria with hsemorrhage from the nasopharynx and bowels, and hfematuria. The laryngeal condition necessitated tracheotomy. The attack left her with paralysis of accommodation, palatal paralysis and with a right hemiparesis. Since then the ocular and palatal paralyses have disappeared but the hemiparesis remains, accompanied by the writhing athetotic lmlovements of the right arm and leg which you now see. The right upper limb between the spasms is very hypotonic, especially at the elbows and fingers; the right lower limb is shorter by half an inch than the left and shows a little contracture of the tendo Achillis. There is rapid, fine nystagmus on lateral deviation of the eyes, and the left pupil is larger than the right. There is no hemianopsia nor sensory defect; the fundi are normal.
The first case of this kind was described in 1859 by Sir WVilliam Gull (a former Governor of this Hospital). It differs from all other varieties of diphtheritic paralysis in that the damage to the nervous system is not primary but is secondary to changes in the blood-vessels, either emnbolism or thrombosis or hbemorrhagic encephalitis. Dr. J. D. Rolleston has collated reports of eighteen necropsies in this condition. Many of the cases showed endocarditis with embolic changes in the cerebral blood-vessels. This child has no endocarditis; I think she has had a haemorrhagic encephalitis. Hemiplegia as a residue of diphtheria is excessively rare.
Dr. J. D. ROLLESTON said that in his twenty-five years' association with infectious disease hospitals he had seen only about twelve cases of the kind shown by Dr. Ironside. Though the majority ofsuch cases recovered, i.e., though the prognosis quoad vitam was good, it was bad in regard to complete recovery; patients were left with some infirmity, mental or physical, perhaps both. Still, there had been remarkable exceptions to that ruile. Some years ago I he (the speaker) had published notes of two cases of transient hemiplegia in diphtheria in which the patients had recovered completely. Were these cases due to minute emboli, or to cerebral cedema ? In most of the cases of permanent hemiplegia the condition was shown at autopsy to be due to emboli.
More rarely than hemiplegia there occurred other forms of embolism in diphtheria, one of the most dramatic being gangrene of the leg. Marfan considered it to be duie to an apical endocarditis, which caused cardiac thrombosis, so that emboli were carried into the vessels of the limbs. Sometimes the spleen and kidneys were involved. In the post-mortem examination he had made on one case of diphtheritic hemiplegia he also fouind splenic and renal infarcts. Hemorrhagic encephalitis had been discovered in a few cases, but it was very rare. Hemiplegia was more common in diphtheria than in any other infectious disease; it was rare after typhoid and scarlet fever, though he had recorded three examples of post-scarlatinal hemiplegia.2 Judging by some neurological text-books one would conclude that it was a common sequel of acute specific fevers, but that was a great mistake, as also was the statement about the frequency of nervous sequelhe after measles. I Bev. Neur. and P8ych., 1916, xiv, p. 145. 2lIbid., 1908, vi, p. THE patient, a boy aged 15 years, is an example of infantilism due to congenital heart disease. He is the eighth child, the other members of the family being healthy. The mother states that the pregnancy and confinement were normal; the infant was born at full term and
